MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH BH63-0 35435
‘DEPARTMENT OF PUBLIC HEALTH AND WEL f S‘I’.A'I'E FILE NUMBER
Registration District No. ..___j_d__}‘nmaw Registration District Neo. 52.2 L. —-Registrar’s No. _.é gt-,

oo NOT WRITE AMENDED
ON THIS STUB ™SO0 1.5 ane-,
- 1. s Mok L 9 1900 2. USUAL RESIDENCE (Whaere' dueeaud lived. -1f Institutioni Residence before

VS 300 a. COUNTY CM o. STATE b b. COUNTY (. sdmission)

A . lﬂ/ﬂ%
Rev. 4/ 59 b. Cé'l;r (If outside corporate limits, give TOWNSHIP only) Length of stay in th . Ccl;a‘f D Insida Limits
TOWN /ww& TOWNM YaX No [

1 ‘ 2 c. FULL NAME OF it NOT in hos i imi T -
:! pital, give location} Inside Limits d. STREET (¥ cuvtside, -give location) Reside on Farm
-—O_—-& HOSPITAL ! ADDRESS

202 3d) WK Sunget View Reat Home |0 % S YA Y UYL

3 ' 3. NAME OF DECEASED - First Middle Lo 4 DATE Year
(Typs or print David W Lunn DEATH Sept 0, / 963

6. COLOR OR RACE 7. Married P& Never Married [] 18. DATE OF BIR %. AGE {las birthday) |IF'UNDER | YEAR
M widowed [J “Divorced 1 | J e J O /ﬁl 2 Months | Deys

T0a, USUAL OCCUPATION (Give kind of work dons 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

W kai ife, ‘oven if retired) F K ! /h m
13a. FATHER'S Nmfn 13 MO%ER‘S IDEN NAME K 14 NAME OF HUSSAND OR WIFE

15. WAS DECEASED EVER IN U.5, ARMED FORCES? 16. SOCIAL SECURITY NO. INFORMANT Address

(Yes, no, or unknown) I(If yes, pive war or dates af servir— ﬂk. &mﬂ, Moh' ﬂb
no
18. CAUSE OF DEATH (Enter only one cause per line ENTERVAL BETWEEN
PART |, DEATH.WAS CAUSED BY: W ONSET AND DEATH

: IMMEDIATE CAUSE (a) m 7 /
Conditions, If any, ‘DUE 10 {b} MW/W ! WM
which gave rise to i
above cause (a), / - . <
stating the 'under. 7
lying  cause Tlast. DUE TO (c) . <

PAR"l' 11, QTHER SIGNIFICANT CONDITIONS CONTYRIBUTING TO'DEATH but not related to the terminal PART I if decossed wat femeole was
disease condition given in PART 1 (a) there a pregnsncy in last 90 day
l O Yes O Ne l O Unknown

19. WAS AUTOPSY | 20a. ACCIDENY  SUICIDE HOMl__l_lClDE 0. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART 11 of item 18.)
FO | a . .
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20c. TIME OF Hour Month, Day, Yeer
INJURY a.m.
p.m.

20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f.. CITY, TOWN, OR LOCATION . COUNTY STATE
WHILE AT WORK farm, factory, street, offica’ bldc ., ste.) .
NOT WHILE AT WORK (]

. | attended the d ed from 7~ " é Z- w_T = 30 .Iéi_and last lmmalinm ? “.30"‘ b 3

Dasth oecurred o, . 6 -"\A *_m on the date stated above, and to the best of my krowledge, from the causes stared.

_Abowes ) 22¢. DATE SIGNED
m %ﬂ : JO3-£3

23d. LOCATION (Cily, town, or county) (State)

Tk . SRy /8

{ticensed Embaimar's Srnhmom on Reverse Sida)

MEDICAL CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO,

.
3,
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STATEMENT. BY LICENSED EMBALMER

LY

1 hereby certify that the body whose name is recarded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal' supervision.

" Student,
Signature of Student Embalmer

Licensed Embalmer No.

P. Q. Address

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to comply
with the above constitutes grounds fer revocation of license)..*
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
%+ +If this body is not embalmed, fact should be so.stated above. .. -




